The failure of individual countries to defend their territories successfully against the sweeping invasions of yellow fever and cholera during the first half of the nineteenth century made them realize the need for international co-operation in the field of health.
Furthermore, the typhus pandemic at the end of the First World War caused the setting up of the League of Nations Health Organization and the fear of similar post-war outbreaks resulted in the creation of the Health Service of UNRRA.
It was quite natural, therefore, that the World Health Organization which, in 1946, resulted from the merger of all these institutions, should consider the continuation of their initial object and function, as one of its majd1r tasks.
The international control of epidemics requires two things: appropriate international sanitary legislation, i.e. rules concerning the measures to be applied by the various countries in their defence against exotic epidemic diseases, and knowledge as to when to apply these measures-that is to say, epidemiological intelligence.
(a) International sanitary legislation.-This legislation has, for just over a century, taken the form of International Sanitary Conventions; that is to say treaties in which a series of countries agreed between themselves as to the quarantine and similar measures which they would take in specified cases of epidemic menace. In recent years, at any rate, the purpose of these agreements has not been so much to force countries to take measures for their defence, which they would do in any case, but to keep these measures within reasonable bounds, so as to avoid interference with the international traffic of passengers and goods, which would not be strictlyjustified by known scientific facts. That is why the measures mentioned in the latest Sanitary Conventions are stated to be the maximum measures that may be taken under specified circumstances.
Those who might be scandalized by this limitation must remember that excessive measures in the sanitary field, as in other fields, defeat their own object, because they are circumvented; and because the paralysis of international traffic by abusive quarantine practices would result in economic chaos, which would very seriously impair the public health.
The International Sanitary Conventions of 1912 Conventions of , 1926 Conventions of , 1933 Conventions of and 1944 , to speak only of the more recent ones, have been based on a reasonable compromise between the requirements of international traffic and those of sanitary science, as known when they were signed. However, the conditions of traffic do change rapidly, sanitary science does progress and sanitary conventions, or parts thereof, become obsolete.
Since, in most countries, treaties require ratification by parliament, it takes a long time for a Sanitary Convention to be widely ratified and enforced; in fact, the process is so lengthy that it is not completedon a world-wide basis-when, after fifteen years or so, a new Convention is signed to replace a technically antiquated one.
The complexity of the network of obligations between nations, resulting from the simultaneous application Nov.-EpiD. I 6 of a whole series of successive Conventions-none of which has been universally signed or ratified-is a source of constant difficulty to the quarantine officers and to the international institution which supervises the application of the Conventions and must settle international disputes arising from their application. This is the reason why the WHO Constitution provides for WHO Sanitary Regulations which will eventually replace International Sanitary Conventions (Art. 21 and 22).
Regulations, once adopted by the World Health Assembly, are to become applicable within a stated period in every Member State which has not formally notified the WHO of its rejection, in part or in whole.
Since governments will have to contract out of the Regulations, instead of contracting in, as in the case of Conventions, it is clear that inertia will favour application of the Regulations, whereas it played against that of Conventions.
For the last four years, WHO has actively pursued the preparation of Sanitary Regulations, which will be placed before the Fourth World Health Assembly for adoption.'
Most of the preparatory work was carried out by the Expert Committee on International Epidemiology and Quarantine, presided over by Dr. M. T. Morgan (who embodied the tradition of the OIHP) and helped not only by a legal subcommittee, but by an array of expert committees and study groups, which specialized in each of the pestilential diseases and in insecticides.
It is again the expert committee on International Epidemiology and Quarantine which will supervise the ,application of the WHO Sanitary Regulations, as it now does, as the heir to the functions of the OIHP, regarding the International Sanitary Conventions and settle disputes arising out of this application. It may be mentioned that less than 5% of such disputes reach the Committee, most of them being settled "out of court" by the Secretariat and, now particularly, by the tactful intervention of Dr. George Stuart, Chief of the Section of Sanitary Conventions and Quarantine.
It must be emphasized that the settlement of disputes by WHO is obtained very largely by the tendering of technical advice; although, in exceptional cases, "judicial decisions" may have to be given, only moral persuasion is available for their enforcement.
(b) Epidemiological Intelligence.-National Health Administrations must possess rapid and reliable information on the prevalence of epidemic diseases abroad, in order to take timely measures of defence at their frontiers to prevent importation of pestilential diseases and also to make internal arrangements as to hospital accommodation, medical and nursing personnel, &c., to cope with an influenza epidemic-against which frontier quarantine is of no avail.
WHO provides the central co-operative service through which countries provide and obtain information on the occurrence and trend of communicable diseases. Their health administrations not only contribute telegraphic notifications concerning cholera, plague, yellow fever and smallpox, as they are required to do under the Sanitary Conventions, but also contribute figures on other communicable diseases and vital statistics sent on a voluntary basis by mail or airmail.
It may be said that practically every report that is issued by epidemiological and statistical administrations is sent to WHO, with one notable exception, however, that of the U.S.S.R.2 and satellite countries.
In order to reduce the cost of telegraphic notifications and to speed up transmissions, the epidemiological services of WHO are decentralized: branch stations in Washington and Alexandria serve the Americas and the Eastern Mediterranean area respectively, another station in Singapore serves all the countries bordering on the Indian and Western Pacific oceans.
The headquarters office in Geneva serves more particularly Europe and Africa and provides in addition a world-wide overall service.
Telegraphic notification of an outbreak of pestilential disease, of course, is immediately relayed by telegrams to the health administrations not only of neighbouring countries, but of countries connected by sea or by air with the area in which the outbreak has occurred.
The same information is, moreover, included in a radio-telegraphic epidemiological bulletin that is broadcast daily from Geneva, Singapore and a dozen wireless stations which constitute a network capable of reaching most health administrations and ships at sea.
The radio bulletin is sent out in clear and in code. An epidemiological cable code is now being prepared to replace the third edition of the AA Code first issued in 1925 to cover the zone served by the Singapore Epidemiological Station. It will include a gazetteer and maps including all ports and air ports and administrative units of all countries.
The information contained in the radio bulletin is confirmed and completed by weekly publications issued in Geneva, Singapore, Alexandria and Washington and airmailed to health administrations in the corresponding areas.
The Weekly Epidemiological Record issued in Geneva may be regarded as the World Official Gazette as regards quarantine matters. It contains information relating not only to pestilential diseases, but quarantine restrictions imposed or withdrawn and vaccination requirements imposed on travellers. It contains also brief statements on current epidemics of general interest (influenza, poliomyelitis, &c.) prepared by a special "epidemic watch unit" which, for this purpose, scans the 6,500 reports received each year together with the daily press of many countries. Needless to say, no information is released except from official sources.
Statistical material and comments on the geographical distribution and trend of communicable diseases and demographic facts throughout the world are also published in Geneva in the monthly Epidemiological and Vital Statistics Report, issued jointly by the divisions of Epidemiological Services and Health Statistics.
Both divisions issue also corrected and completed Annual Epidemiological and Vital Statistics, which constitute a valuable document for reference and research.
The last two volumes in course of publication refer to the years 1939-46 and 1947-49. 'These Regulations were adopted unanimously by the Assembly on May 25, 1951, and are to come into force on October 1, 1952.
'No vital or epidemiological statistics were published in the Union since April 1937.
(2) INTERNATIONAL CO-CRDINATION OF RESEARCH (a) One of the most conspicuous successes of the League of Nations Health Organization was the international co-ordination of research, by means of expert committees. The tradition was resumed by WHO from the first year of its existence. Indeed, war experience had brought home to many the advantages of co-operative research.
In peacetime, such research has the further advantage of being freely engaged upon.
In recent years the technique of expert committees, while retaining its essential features, has been somewhat modified.
In order to provide for more adequate representation of the various schools of thought, for more flexibility and technical competence than could be given by a committee with a fixed membership of six or nine members appointed for a period of years, an expert advisory panel is set up for each field in which a committee is deemed useful. The panel includes twenty, forty or more members, appointed by the Director-General of WHO in their personal capacity, who are willing to give the benefit of their specialized knowledge and experience.
As regards plague for instance, although a few experts may have a broad and varied knowledge of that disease, none may claim to possess complete knowledge of the flea vectors, mammal reservoirs and epidemiology of the disease in every part of the world; knowledge concerning the most effective rodenticides, rat-proofing methods, and antibiotic treatment. That is why, when a meeting of the expert committee is arranged and its agenda fixed, members of the committee are selected from panel members on the basis of their special knowledge of the subjects on the agenda of that session. At a later session, the agenda having changed, members selected will be different-except for three or four acting as the nucleus of the committee and ensuring continuity of action.
When an expert committee is set up to furnish technical advice to WHO and its Member States concerning a particular disease, the committee will not, as a rule, be content with stating the present methods available for its prevention and its cure, b'ut' it will, in addition, indicate&the points at which these methods are in heed of improvement and the research that is required to provide these improvements. The members will also distribute among themselves and, if need be, among other specialists, the research work to be done; setting down methods and even protocols to be followed for the purpose.
Results will be discussed in common at a later session of the committee and further stages of research planned, if these results are not such as to allow practical recommendations to health administrations to be based upon them.
Expert panels and committees of WHO cover a wide variety of subjects ranging from sanitation to nursing and from leprosy to mental health.
The first to be formed dealt with tuberculosis, malaria and venereal diseases, the more widespread or "social" diseases. Study groups and panels on "pestilential" diseases followed; as their guidance was needed to frame Sanitary Regulations, they were convened on yellow fever, plague, cholera, smallpox, typhus and other rickettsioses. Major endemic diseases were next tackled, bilharziasis, trachoma; a panel on leprosy has been formed, and the committee is to be convened in 1952.
Expert committees have held sessions on rabies, brucellosis and zoonoses, the two latter subjects, i.e. diseases common to man and animals, being dealt with jointly by FAO and WHO. A panel is now being formed on influenza. Special mention must be made of the expert panel and committee on insecticides and rodenticides, which may be considered as a most effective helper to the committees on malaria, quarantine, plague, &c.
Indeed, a close co-operation prevails between various committees and panels: committees borrow members from panels other than their own. (For instance, a sanitary engineer sits on the chdlera committee) or they hold joint sessions (yellow fever and quarantine).
The expert committee on biological standardization co-operates also with quite a series of other committees. (b) Co-ordination of research takes forms other than that of expert committees; expert conferences, in which a large number of experts congregate, have proved their worth in the past and again recently; for instance, the African Conference on Malaria held at Kampala in December 1950.
(c) Another method initiated by WHO is the co-operation of laboratories dealing with a particular disease in a defined area.
Thus, a chain of 72 regional influenza centres has been established in a large number of countries, to collect and type influenza virus strains. The World Influenza Centre, under the able direction of Professor Andrews, acts as a central reference laboratory and a training centre for the whole chain of influenza centres. Another network of 15 brucellosis centres using uniform diagnostic methods and antigens co-operate in a world-wide survey of human and animal brucelloses and in certain research concerning them.
Similarly, laboratories in Johannesburg and Cairo produce uniform, specific antigens for use in a series of rickettsial diagnostic laboratories in Africa.
It must be emphasized that the laboratories alluded to above operate under the responsibility-financial and otherwise-of the institutions-in which they are situated. WHO provides essentially inspiration, organization and, to a very limited extent, assistance in the form of laboratory apparatus ol material not readily procurable by some of the laboratories, or small subsidies for the preparation and distribution of antigens or similar services.
(d) Special mention must be made of the Tuberculosis Research Centre, which operates in Copenhagen under the direct technical responsibility of WHO. This Centre attempts to standardize the BCG batches used in the mass vaccination campaigns carried out in a number of countries under the joint auspices of the Scandinavian Red Cross Societies, UNICEF and WHO. It also makes continuous observation of results obtained with a view to evaluating the effect of this vaccination.
(e) Normally, research undertaken at the instance of a WHO expert committee is carried out by the committee members in their respective laboratories and institutes. However, there are cases where the research is in the field and requires the co-operation of several national-institutions and administrations, thus entailing direct co-ordination by WHO together with financial assistance from the latter. I may cite as instances of such co-operative field research, the survey undertaken to delineate the southern boundary of the yellow fever endemic area in Africa. Some 10,000 blood samples are to be collected by medical officers of the territories concerned, in venules provided by WHO: the mouse protection tests are to be carried out for WHO by the Virus Research Institute,' at Entebbe, and the South African Institute of Medical Research at Johannesburg. The laboratory tests may be further extended to Lagos and Lisbon.
Similarly, a survey of bilharziasis and of its vectors is being carried out in Africa and countries of the near east by three members of the bilharzia study group, with a view to preventing the catastrophic rise in the incidence of the disease in areas brought under irrigation.
The species identification of the snails collected is to be checked by experts in malacological laboratories in Salisbury, Charlottenlund and Paris.
A field study on the presence (or absence) of cholera vibrios in the waters and in the stools of inhabitantA of areas frequently visited by' cholera, in the Tanjore district of Madras province, is being completed with a view to ascertaining the role of carriers as the source of epidemics.
Field studies are also being carried out on the efficacy of hyperimmune serum against rabies, in cases of face bites by wolves in Iran; on mass vaccination of dogs against that disease in Israel; on the effect of dried smallpox vaccine to control epidemics in Peru; on the effects of various antibiotics and sulphonamides on trachoma amongst Palestine refugees, &c. It may well be said that the field for co-ordinated research is boundless and that such research is limited only by availability of staff and financial resources.
(
3) ASSISTANCE TO COUNTRIES TO COMBAT COMMUNICABLE DISEASES
The League of Nations' Health Organization had paved the way in this respect, not only in organizing the co-operative defence of Poland, the Baltic States and Central Europe against the invasion of typhus fever and other epidemic scoufges, which were raging in the U.S.S. R. in 1921 and 1922 , but in helping Greece in 1923 and China in 1939 control epidemics.
UNRRA had planned for post-war epidemic control on a large scale and, although the expected pandemics did not materialize, it was able to render considerable assistance to several countries in their fight against communicable diseases (China, Greece, &c.).
WHO, in following the lead of UNRRA, had to adapt its activities to its much smaller financial resources. Material help had lo be replaced, in most cases, by technical help, i.e. technical advice from expert committees and special consultants.
In a few instances, WHO had occasion to give help of an emergency nature. Thus, during the cholera outbreak in Egypt in 1947, it collected millions of doses of vaccine (much of which was donated by Member States) and other medical supplies and rushed them to the country by specially chartered planes.
The Quarantine Committee of WHO was immediately convened and its advice on cholera control did much to reduce to normal the excessive quarantine measures, which were taken against Egypt, by several national health administrations under the pressure of frenzied and uninformed public opinion.
Emergency assistance, on a smaller scale, was also extended to Afghanistan to fight an epidemic of typhus fever and to India and Chili, in respect of poliomyelitis outbreaks, &c.; however, emergency action is, of course, exceptional and perhaps less beneficial in the long run than well-planned assistance to national health administrations.
In the early days of WHO, such assistance took the form of a continuation of the field action initiated by UNRRA. This was the case in the very successful campaign against malaria by means of DDT in Greece.
Later, "demonstration" of the newer methods of disease control by international teams, assisted by local staff, became the standard method of WHO action. It was employed particularly in regard to malaria, for instance in India and Pakistan. The international teams were to train local teams and entrust them with the responsibility of carrying on the work alone, leaving them the apparatus and supplies necessary for the task.
As a result of the policy of decentralization adopted by WHO and of the increasing knowledge of the true health needs of individual countries, the "demonstration" method became less commonly used. Instead, an increasing proportion of the Organization's budget was devoted to WHO contributions to "projects" put forward by national health administrations and approved by WHO Regional Committees. These "projects" form an integral part of the national health programmes.
The WHO contribution normally takes the form of foreign specialists, but also of technical apparatus and supplies. The latter are sometimes provided by other organizations such as UNICEF and CARE.
It must be added that those "projects" which can be expected to have a direct influence on economic development, such as schemes for malaria or bilharzia control, may be financed by the United Nations fund for Technical Assistance-WHO providing initial agreement and technical control.
Other "projects" relating to the sanitary protection of children, in the widest sense of the term, are financed out of UNICEF funds. There again, however, technical guidance is furnished by WHO.
A study of the monthly reports of the regional units for November and December 1950 shows the variety and extent of WHO action in the field of communicable diseases.
Control of malaria and, more generally, of insect-bome diseases was assisted in twelve countries and requested by five more.
Tuberculosis control and demonstrations were proceeding in four countries and requested by five; in addition, BCG vaccination campaigns were carried out in ten countries and requested in no less than seventeen others! Venereal diseases control operations were taking place in sixteen countries and were the object of requests by sixteen others.
In addition, campaigns against other treponematoses, bejel and yaws, were proceeding in four countries, Haiti, Iraq, Indonesia and Thailand. Other operations concerned bilharziasis, brucellosis, diphtheria, filariasis, kala-azar, leprosy, plague, poliomyelitis, rabies, smallpox, typhus, whooping cough, yellow fever and zoonoses and they extended to all parts of the world.
(4) CONCLUSIONS Tlhe narrow compass of the present paper does not permit of the adequate presentation of all the activities of WHO in the epidemiological field.
It is hoped, however, that it has shown how numerous were their objects and how varied their forms.
It may also have shown that, in the control of communicable diseases, an intergovernmental body like WHO can fulfil certain functions which are beyond the scope of any individual national authority; amongst them, those relating to epidemiological intelligence and sanitary legislation on a world-wide basis.
Other functions, such as international co-ordination of research and technical assistance to underdeveloped countries may also best be exercised by such an international body, not only because it can select the most qualified experts to participate in this work, but because it can do so with the least chance of hurting national susceptibilities.
[ April 20, 1951] DISCUSSION ON SOCIAL MEDICINE Dr. W. H. Bradley: First I should like to say a little about the term "Social Medicine" and to make this an occasion for paying tribute to the memory of John Ryle. It was while he was Regius Professor of Physic at Cambridge that he began to shape the concept of "Social Medicine" which he was later to develop in the Nuffield Department of Social Medicine at Oxford.
It was in fact John Ryle who made the term "Social Medicine" a common one in our vocabulary and he went to great pains to state what he meant. Yet I find that there is still uncertainty about its meaning. Two misconceptions which led to confusion still remain.' The first is (1) that "Social Medicine" is just another name for preventive medicine; the second is (2) that " Social Medicine" and socialized (State) medicine are synonymous. To Ryle the term embodied the ideal of medicine applied to "socius" as fellow or comrade, with a view to a better understanding and more durable assistance in all those main and contributory troubles which are inimical to active health, and not merely to removing or relieving a present pathology. If you look at Ryle's "Changing Disciplines" you will see how strongly he leans on Smuts' conception of Holism. In social medicine we are concemed with the whole of the environment-with ecology in its widest sense; with the ecology not only of man but of the contagium vivum and all the other harmful things.
All of us who are concemed in administration know that loving man and The Art on a large scale, at a distance and to a degree approaching wholeness, is no easy matter, yet in our complex civilization we must have those who make things work. To the Medical Officer of Health "social medicine" may be largely a matter of choosing the right machine and making it work properly. But Ryle's concept is more concerned with the work the machine sets out to do. Mr. A. Blenkinsop, M.P.: It is the duty of the politician to think of the future, even though the present crowds upon him. It is important to declare this at a time when the people's belief in the ability of science to solve our scientific and indeed social problems has been encouraged by a century of breath-taking scientific advance. But is it wise to be complacent about the future? There are social changes taking place in our society which will be productive of problems as challenging as the control and use of the great new sources of power that science has put at our disposal.
We are an ageing piopulation. We all recognize this, yet we have only begun to face the implications of the change on our whole way of life. Certainly there have been enquiries covering part of the field. We have had the Royal Commission on Population; we have had various surveys made of the problems of old age. But there seems to me to be room for an enquiry into the adjustments needed to enable our older nation of the future to live and flourish. Here is work for social medicine. To-day economic pressure compels us to assert that the solution lies in extending the working life of the ageing thereby conferring on them the boon of increased usefulness to society. This certainly seems a sounder approach than our glib assumption in the inter-war years under the pressure of mass unemployment that earlier retirement meant improved social standards. But there is a danger that slogans on health may become instruments of casuistry unless we base claims upon evidence rather than impression. The claims of expediency are a constant political danger. If it be true in this field as in others that we need the help of carefully planned research organized by academic social medicine, we would need to enlist the help of those working in all branches of medicine. We would need to call upon the practical working experience of the general practitioner in contact with the problems of the health and sickness of his older patients as well as upon those in the local authority services and those specializing in geriatrics in the hospitals. There is a growing volume of statistical material but much of it is unused at present. We politicians need your guidance on these problems. If it be true that men benefit by a prolonged working life, then it may be necessary to plan for change of employment rather than retirement. But what is the best age at which to make the change? We may be too late if we wait until the traditional time of retirement.
Moreover what type of employment is most suitable for the elderly? It may well be that much of our organization of industry will need to be recast to enable us to make better use of our man-power in the future. But let these major decisions be taken as a result of considered judgment and skilled advice.
